BACKGROUND: General internal medicine (GIM) careers are increasingly viewed as challenging and unsustainable. OBJECTIVE: We aimed to assess academic GIM worklife and determine remediable predictors of stress and burnout. DESIGN: We conducted an email survey. PARTICIPANTS: Physicians, nurse practitioners, and physician assistants in 15 GIM divisions participated. MAIN MEASURES: A ten-item survey queried stress, burnout, and work conditions such as electronic medical record (EMR) challenges. An open-ended question assessed stressors and solutions. Results were categorized into burnout, high stress, high control, chaos, good teamwork, high values alignment, documentation time pressure, and excessive home EMR use. Frequencies were determined for national data, Veterans Affairs (VA) versus civilian populations, and hospitalist versus ambulatory roles. A General Linear Mixed Model (GLMM) evaluated associations with burnout. A formal content analysis was performed for open-ended question responses. KEY RESULTS: Of 1235 clinicians sampled, 579 responded (47 %). High stress was present in 67 %, with 38 % burned out (burnout range 10-56 % by division). Half of respondents had low work control, 60 % reported high documentation time pressure, half described too much home EMR time, and most reported very busy or chaotic workplaces. Two-thirds felt aligned with departmental leaders' values, and three-quarters were satisfied with teamwork. Burnout was associated with high stress, low work control, and low values alignment with leaders (all p < 0.001). The 45 VA faculty had less burnout than civilian counterparts (17 % vs. 40 %, p < 0.05). Hospitalists described better teamwork than ambulatory clinicians and fewer hospitalists noted documentation time pressure (both p < 0.001). Key themes from the qualitative analysis were short visits, insufficient support staff, a Relative Value Unit mentality, documentation time pressure, and undervaluing education.
INTRODUCTION
Recently, authors have noted the challenges of worklife in primary care overall and in general internal medicine (GIM) in particular. 1, 2 These challenges lead to exhausting workdays, electronic medical record (EMR)-related distress, and diminishing attractiveness of primary care as a career for future doctors. 3 A 2002 comparison of GIM worklife with family medicine (FM) and subspecialty internal medicine (SSIM) showed lower job satisfaction in GIM, with general internists spending more hospital time than FM doctors and more clinic time than SSIM physicians. 2 Predictors of overall satisfaction in GIM include satisfaction with personal time, staff relationships, and sufficient resources; general internists are less likely than FM physicians to recommend their specialty to medical students. 2 Predictors of career satisfaction include work-home balance and schedule control. 4 Prior studies have demonstrated the relationship between increased hospital time (in predominantly ambulatorybased internists) and GIM stress and burnout, 2 and a 2012 study found rising burnout among all disciplines, including GIM. 5 However, GIM career satisfaction and worklife remain underexplored, particularly since the rise of hospital-based medicine as an independent career, separate from ambulatory-based GIM careers.
This study had three objectives: to catalogue worklife challenges among academic GIM divisions; to provide data cataloguing stress, burnout, and their predictors among general internists nationally; and to advise clinical and administrative leaders on targeted interventions to improve worklife, wellness, and career attractiveness within GIM. We undertook the study under the auspices of the Association of Chiefs and Leaders in General Internal Medicine (ACLGIM).
METHODS
In fall 2014, we advertised among 100 GIM division chiefs at national meetings and on SGIM Connect [a web-based virtual community for ACLGIM and SGIM (Society of General Internal Medicine) members] for participation in a project using the ten-item Mini Z survey to assess stress, burnout, and remediable predictors among division members. Fifteen divisions paid $1500 each to enroll; only one division stated inability to afford the enrollment fee. Divisions were recruited from the Northeast, Mid-Atlantic, South, Midwest, and Western regions. The Human Subjects Research Committee at Hennepin County Medical Center categorized the project as a Quality Assurance program not requiring formal Institutional Review Board approval.
Subjects. Eligible participants included physicians and advanced practice providers (APPs, including nurse practitioners and physician assistants) at participating medical centers. We did not require a given clinical full-time equivalent (FTE) to participate. Clinicians per site ranged from approximately 20 to over 200. Many divisions included both hospital-and ambulatory-based clinicians. Several included Veterans Affairs (VA) and civilian clinicians. While researchoriented clinicians were eligible, there was no focus on research faculty's work lives in this project phase.
Study Design. The project was based upon the conceptual model from the MEMO (Minimizing Error Maximizing Outcome) study linking work conditions to clinician reactions (satisfaction, stress, and burnout) and patient outcomes (quality and errors). 1 The Mini Z survey includes ten items adapted from the MEMO clinician survey. 1 We administered the Mini Z electronically via Survey Monkey to all clinicians at the 15 participating divisions in spring 2015. Division leaders provided email addresses. We sent three reminder emails before closing the project after 34 days. At the approximate midpoint of the survey time period, each division chief or appointed divisional wellness champion received the response rate for his or her division and strategies for improving that rate.
Measures. The Mini Z assessed satisfaction, stress, and burnout using single-item measures. It also assessed work control, clinic environment chaos (pace), teamwork, values alignment with departmental leaders, documentation time pressure, home EMR use, and EMR proficiency.
Finally, an open-ended question asked, BPlease tell us about your stressors and potential solutions.^The Mini Z has been evaluated for reliability and validity through annual administration to all departments at Hennepin County Medical Center in Minneapolis, MN. 6 Reliability is reasonable, with Cronbach's alpha of 0.8 for the entire measure and 0.72-0.74 for two subscales including EMR/stress and teamwork/values. Internal validity was determined by a correlational analysis, with correlations between most predictor variables and burnout at the p < 0.001 level. The single-item burnout measure has demonstrated very good correlations with the emotional exhaustion scale of the Maslach Burnout Inventory. 7 Mini Z results for the ACLGIM survey were portrayed as Bpercent of faculty burned out,^or Bpercent highly stressed,^by coalescing the high or low scores on each scale for all clinicians within the division (see Online Appendix for scale and scoring). A demographic section allowed respondents to self-report ambulatory versus hospital-based care, years in practice, gender, and race/ ethnicity.
Quantitative Analysis and Data Dissemination. Tabular-form data noted percent of clinicians (physicians and APPs) stressed or burned out and percent experiencing chaos, low work control, high EMR stress, low values alignment, and good teamwork compared with national summary scores. Scores were compared for hospitalists versus ambulatory-based clinicians and for VA versus civilian clinicians. There were too few APPs to make meaningful comparisons with physicians. Females and males were also compared. Confidence intervals and unadjusted p values were computed using Wilson's score statistic. 8 Statistical significance was assessed after adjusting for multiple comparisons using the method of Holm 9 for ten comparisons for each of the between group analyses to maintain a family-wise error rate of 0.05. National-level predictors of burnout were evaluated using a General Linear Mixed Model (GLMM) with a logit link and a random effect for division; variables included stress, chaos, control, values alignment, documentation time, home EMR time, and teamwork. Confidence intervals (95 %) were constructed using a likelihood profile and p values were estimated using a zstatistic.
GIM chiefs and leaders received tabular-form data comparing their clinicians' data with national scores. Chiefs received a BChief's packet^with the data, an interpretation of the findings, suggestions for targeted interventions, a reference list of additional scholarly work, the Mini Z with a Bdeep dive^(longer) instrument, and suggestions for leveraging data in conversations with the Chair to better understand GIM worklife and resources needed to address worklife challenges.
Qualitative Analysis. Over half of respondents submitted open-ended comments about stressors and potential solutions. Comments were transformed into an Excel spreadsheet and underwent formal content analysis by four reviewers who separately reviewed the transcripts, identified themes, and grouped themes into categories. Once saturation of themes occurred, two conference calls were held to discuss the themes and endorse key themes and categories. Qualitative results were triangulated with quantitative data to assess the final list and convert the data to tabular form.
RESULTS
Quantitative Findings. Of 1235 clinicians, 579 (47 %) responded. Table 1 shows respondent demographics. About 60 % were female; about 20 % did not identify as White. Most were physicians, were ambulatory based, and practiced in civilian facilities. Table 2 shows the national data. Most GIM clinicians were highly stressed (67 %) and over one-third were burned out (38 % average, range by division 10 % to 56 %). Work control was marginal or poor in almost half of clinicians (49 %). Most workplaces (58 %) were very busy or chaotic. EMR-related stress was high, with 62 % of clinicians reporting high documentation time pressure and over half (57 %) spending moderate to excessive time on the EMR at home. Favorable findings included 65 % of faculty noting values alignment with leaders and 74 % noting satisfactory to optimal team efficiency.
Hospital-based clinicians (n = 183) reported better worklives than ambulatory-based clinicians (n = 396), with less documentation time pressure (48 % time-pressured vs. 69 % of ambulatory clinicians), fewer hospitalists with excessive EMR home time (46 % vs. 62 %), and more hospitalist faculty noting high teamwork (87 % vs. 68 %, all p values <0.001) ( Table 3 ). While hospital-based clinicians tended to note lower stress and burnout, these differences were not statistically significant after adjusting for multiple comparisons. Only 45 VA clinicians responded, a relatively small proportion (< 10 %) of the total sample. However, their data suggested potentially important differences from civilian clinicians, with fewer burned-out VA clinicians (17 % vs. 40 %), fewer clinicians with documentation time pressure (35 % vs. 65 %), and fewer noting high EMR home use (30 % vs. 59 %, all p values < 0.05). APP respondents (n = 21) were too few to allow meaningful comparisons with physician colleagues. While women (n = 352) reported higher stress and burnout than men (n = 210 males, 71 % of women respondents highly stressed vs. 62 % of males, 40 % burned out vs. 36 % of males), the differences were not statistically significant after adjusting for multiple comparisons.
One unit with a high response rate (84 %) had a very low burnout rate (10 %). This Bbest practice^site, combining hospitalist, outpatient, and VA clinicians, described high job satisfaction in 95 % of respondents, low stress, low burnout, high control over workload, low EMR stress (with sufficient documentation time and little EMR home use), low chaos, and high values alignment with leaders (90 %).
A GLMM evaluated associations with burnout in the national sample and also sought protective factors associated with low burnout. High stress [OR (95 % CI): 13.7 (7.0, 29.4)] and poor work control [OR (95%CI): 4.3, (2.7, 6.9)] were associated with burnout (both p values < 0.001). Burnout Qualitative Findings. Table 4 shows the main worklife and wellness categories identified through content analysis of the open-ended survey question. Clinicians' comments highlighted an urgency to protect the specialty against market forces. Many comments demonstrated that clinicians felt committed to their patients but were losing the ability to provide high-quality care; as a result, some had reduced clinical practice, had moved to other clinical practice types, or felt that they would have to leave medicine. Hospitalists noted concerns about their patient censuses and sudden schedule changes; outpatient clinicians emphasized short visits and high volumes of nonface-to-face patient care and administrative work. Statistically significant compared to cut-off using Holm-Bonferroni method for a family-wise error rate of 0.05 and ten comparisons for each The category mainly encompassed insufficient numbers or training of support staff. Comments highlighted understaffing, lack of teamwork, and overwhelming clerical work for providers leading to long (14-h) days without breaks for food or rest. 4. EMR stress/documentation burden: The category encompassed work volume, lack of documentation time, EMR inefficiencies, and clerical rather than clinical skills use. Comments focused on excessive evening/weekend documentation time, concerns that the EMR focused on payers rather than patients, and observations that EMR requirements decreased volume of care and compensation. Clinicians stated that the joy of medicine was lost due to the EMR. 5. Leadership: The category encompassed needs for twoway communication and values alignment, lack of transparency and recognition for hard work, and requests for greater support for non-clinical interests, especially education. Comments highlighted the need for SGIM to advocate for recognition for teaching, requests that leadership seek input from front-line faculty, concerns about toxic or unhealthy work environments appearing unknown to leaders, and desires to avoid corporatizing health care. Many clinicians stated that leadership simply did not understand the distressing and challenging lives of front-line clinicians. 6. Work-home balance: The category encompassed excess charting at home and needs for exercise, healthy eating, and support for clinicians who are also parents. Comments highlighted that workdays bled into evening hours at home, with excess EMR work and challenges caring for children or elderly parents. Providers stated that while they needed to care for their families, workplaces seemed unaware of or unable to accommodate these challenges.
Potential Solutions. Constructive suggestions addressing workflow and workload issues included longer visit times for complex patients, increased staff support, APPs as part of evolving care teams, more efficient teams, inpatient volume caps, and decreased administrative focus on RVUs over patient care quality. Clinicians also recommended EMRrelated support, including protected EMR time during clinical sessions, scribes, more training in documentation strategies, and greater EMR focus on patient care issues than on billing.
Finally, leadership and work-home balance suggestions included more explicit support for work-life balance, exercise opportunities at work, more mentorship, clear support for teaching time, more time management training, mindfulness and resiliency, more protected time for administrative duties, grant-writing support, clearer compensation systems, and additional sessions with leadership to discuss values. Table 4 links solutions to categories of challenges raised within the qualitative analysis.
DISCUSSION
This national survey of 15 divisions and over 500 faculty in GIM found high stress and burnout, chaotic clinical environments, low sense of control, insufficient time for documentation, and excessive home EMR use. Open-ended comments emphasized the challenges of short visits for complex patients, lack of support staff for non-clinician functions, organizational ambivalence toward support for teaching, and needs for greater emphasis on work-life balance. These findings provide a substrate for solutions in terms of remediable factors that can be addressed through workflow redesign and communication improvements. 10 Because many clinicians have already reduced involvement in primary care or plan to leave their practices, the need is urgent to reestablish a sustainable equilibrium between clinicians' work responsibilities and their devotion to patient care.
While faculty in the 15 divisions surveyed were diverse in terms of geography and role, findings were remarkably consistent. These results resonate with a recent article about the Bquadruple aim,^highlighting the need to address clinician worklife in order to improve morale, turnover, and patient care. 11 Bodenheimer and Sinsky make clear recommendations, including pre-visit planning, team support, standardized workflows, and staff training, 11 all of which would improve work conditions noted by respondents to the ACLGIM survey.
We recently described the need to establish clinician wellbeing as an organizational metric, incorporate mindfulness and teamwork into the workplace, directly address EMRrelated stress, provide coverage for predictable life events with float clinicians, and support clinician self-care. 12 These steps would also address many of the concerns noted above. Notably, in 2003, we reported that general internists struggled with the dual roles of inpatient and outpatient care. 13 The role of hospital medicine has since risen dramatically; however, according to our respondents, GIM worklife stress has not abated. While hospital-based clinicians exhibited better teamwork and fewer challenges than outpatient clinicians, particularly regarding less EMR-related time pressure at work, less EMR home use, and better teamwork, some were troubled by high inpatient censuses and sudden schedule changes. Meanwhile, outpatient clinicians described numerous concerns, emphasizing that reduced in-hospital care has not altered the challenging outlook for outpatient medicine.
What is needed to address current concerns and craft the future for the next generation of academic general internists? A position paper by ACLGIM and SGIM on worklife in academic GIM would be valuable to address concerns of learners considering the field. To address urgent concerns raised by clinicians we surveyed, we also suggest the following: There are limitations to our study. The project involved selfselected divisions of academic general internists, though there were wide-ranging burnout scores and substantial geographic diversity. Results reflected worklife among academic general internists and thus should apply mainly to academic GIM. Participating divisions paid $1500 to join the study, which may have biased results toward more motivated divisions with greater willingness to change and lower burnout scores. The response rate was sub-optimal, though low response rates are typical of national physician studies. 5, 23, 24 Finally, this study mainly focused on academic general internists rather than clinicians in practice; there were relatively few VA respondents and few APP respondents, so generalizability may be limited, especially regarding general internists in community-based practice. Larger studies ongoing through the American Medical Association and the American College of Physicians may shed more light on clinicians in office-based practice.
One outlier division demonstrated huge success in terms of worklife, wellness, and burnout predictors. We hope future work will illuminate best practices, especially interventions and emphases most likely to quickly improve GIM worklife and wellness. Until then, we suggest an immediate focus on clinician concerns surrounding office visits and clinical support, with concomitant measurement of worklife and wellness to assess improvements. The challenges are serious but not insurmountable. We look forward to a vigorous conversation around and response to the concerns of clinicians and educators in the ACLGIM Worklife and Wellness project. 
